The percutaneous femoral artery approach is the route of choice for angiograms because of a low complication rate. Alternative routes include translumbar and axillary artery puncturel. The brachial artery has also been used, the approach at the elbow being preferred to the high puncture site because haemorrhage is more readily controlled by direct pressure. Lately the transradial approach has proved increasingly popular2.
CASE HISTORY
A 68-year-old right-handed chiropodist was admitted for investigation of recurrent claudication affecting the left calf at 50m, with no rest pain. She had a 10-year history of ischaemic heart disease, peripheral vascular disease and hypertension. She had undergone left and right in-situ above-knee femoropopliteal bypass grafts, 3 and 7 years previously.
Catheterization via a left femoral approach was abandoned because of a subintimal tear, and a right femoral approach was not attempted. A high brachial angiogram was performed instead, via a 5F pigtail. There was 50% stenosis in both common iliacs and 90% stenosis of the left external iliac artery. Left external iliac angioplasty was performed 2 weeks later through the left femoral artery.
Within 24 hours of the brachial angiogram, the patient noticed pain and a 2 x 2 cm swelling at the brachial site. Simultaneously, she developed paraesthesia and was unable to use the left thumb, index and middle fingers. She did not report this until 3 weeks later and was then reviewed by a vascular and subsequently a hand surgeon. Clinically, she had developed a median nerve palsy, and a brachial artery false aneurysm was demonstrated radiologically. Exploration was arranged when both surgeons could be present. 9 weeks later under general anaesthesia the false aneurysm was found to be bound intimately to the median nerve which fanned over it. The nerve was dissected out intact, with resection and primary repair of the aneurysm. Recovery of nerve function has been incomplete and she has never been able to return to work, despite extensive physiotherapy. COMMENT Serious complications of brachial angiography requiring surgery occur in 2-6% of cases; these include false aneurysm and arterial occlusion1 3-6. Lesser complications such as haematoma and temporary decrease in distal pulse volume arise in up to one-third of cases.
Neurological complications are rare. Baudouin4 reported two cases (4%) of paraesthesia in the median nerve distribution, with resolution in a matter of hours. Both cases were probably due to the local anaesthetic or direct neuropraxia. Grollman5 reported one case (2%) of sensory deficit in his series, which developed 5 days after brachial angiography. This was limited to the median nerve distribution with no motor dysfunction and resolved spontaneously over three months. No surgical exploration was performed and no aetiology was suggested. He also reported two cases (3%) of numbness of the hand, of unspecified aetiology, which resolved spontaneously in a few days. Lipchik6 reported one case (0.9%) of permanent median nerve injury but did not comment on aetiology or treatment. Serious consequences can be reduced to a minimum if brachial angiography is done by experienced radiologists with small catheters, and if complications are recognized and treated early.
